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Objective. To estimate the relationship between physicians’ acceptance of new Med-
icaid patients and access to health care.
Data Sources. The National Ambulatory Medical Care Survey (NAMCS) Electronic
Health Records Survey and the National Health Interview Survey (NHIS) 2011/2012.
Study Design. Linear probability models estimated the relationship between mea-
sures of experiences with physician availability among children on Medicaid or the
Children’s Health Insurance Program (CHIP) from the NHIS and state-level estimates
of the percent of primary care physicians accepting new Medicaid patients from the
NAMCS, controlling for other factors.
Principal Findings. Nearly 16 percent of children with a significant health condition
or development delay had a doctor’s office or clinic indicate that the child’s health
insurance was not accepted in states with less than 60 percent of physicians accepting
newMedicaid patients, compared to less than 4 percent in states with at least 75 percent
of physicians accepting new Medicaid patients. Adjusted estimates and estimates for
other measures of access to care were similar.
Conclusions. Measures of experiences with physician availability for children on
Medicaid/CHIP were generally good, though better in states where more primary care
physicians accepted newMedicaid patients.
Key Words. State health policies, primary care, access, demand, utilization of
services

Under the Affordable Care Act (ACA), states will have the option to expand
Medicaid coverage to some additional adults with full federal financing from
2014 to 2016, potentially adding millions of people to the program (Supreme
Court of the United States 2012). Medicaid payment rates for some primary
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care services provided by primary care physicians are also increasing to 100
percent of Medicare rates in 2013 and 2014. This payment change will greatly
affect Medicaid payment rates in states where rates are well below Medicare
rates (Zuckerman and Goin 2012). Although previous literature has found that
measures of access to care are generally good for individuals on Medicaid
compared to private insurance (Long, Coughlin, and King 2007; Perry and
Kenney 2007), authors have posited that access measures for those on Medic-
aid may be related to provider reimbursement rates. In particular, a positive
association between Medicaid physician fees and the percent of physicians
accepting Medicaid patients has generally been found, though estimated
impact sizes vary with some estimating a small effect (Sloan, Mitchell, and
Cromwell 1978; Decker 2007) and others a large effect (Hadley 1979; Showalt-
er 1997).

Although determinants of physician participation in Medicaid other
than physician fees have been explored (for example, Sloan, Mitchell, and
Cromwell 1978; Decker 2007, 2012; Cunningham and O’Malley 2009), the
focus of research has been onMedicaid physician payment rates both because
they are known to be low in some states compared to other payers and because
they are changeable by state legislatures. Although the literature linking Med-
icaid physician payment rates to physician participation in Medicaid has a
long history, the literature linking Medicaid physician payment rates to mea-
sures of access to or use of health care is smaller, has more mixed results, and
mostly uses data that are fairly old (Long, Settle, and Stuart 1986; Cohen
1993; Baker and Beeson Royalty 2000; Decker 2009). One challenge is that
state Medicaid physician payment rates have only been documented for some
services through state surveys performed every few years (Zuckerman,
Williams, and Stockley 2009; Zuckerman and Goin 2012). In contrast, state-
level measures of physician participation in Medicaid are available from
several data sources (Cunningham and O’Malley 2009; Decker 2013; Rhodes
et al. 2014) and are now available for every state annually (Decker 2012,
2013). However, the utility of these state-level measures in predicting access to
health care among Medicaid beneficiaries is not known. Lack of participation
in Medicaid among some physicians not located near places where Medicaid
patients live or work may not affect access measures, leaving the utility of
these aggregate, state-level measures uncertain.

Address correspondence to Sandra L. Decker, Ph.D., Centers for Disease Control and Prevention,
National Center for Health Statistics, 3311 Toledo Road, Hyattsville, MD 20782; e-mail:
SDecker@cdc.gov.
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This study first documents state-level rates of acceptance of new Medic-
aid patients among primary care physicians in 2011/2012, before the Medic-
aid physician fees for some physicians and services began to increase in 2013.
The article also analyzes the relationship between state-level rates of accep-
tance of new Medicaid patients during this pre-ACA period and measures of
experience with physician availability among children on Medicaid or the
Children’s Health Insurance Program (CHIP). The focus of the analysis is on
children (younger than 18) since children rely mostly on health care provided
by primary care physicians, and since coverage of children by Medicaid/
CHIP is common. For example, 2013 estimates indicate that nearly 43 percent
of children had public health insurance coverage (almost entirely through
Medicaid or the CHIP), compared to less than 17 percent of nonelderly adults
(Cohen andMartinez 2013).

DATA ANDMETHODS

This article used data from two annual surveys, conducted by the Centers for
Disease Control and Prevention’s National Center for Health Statistics
(NCHS), both of which are now capable of producing state-level estimates
for many states. Information on acceptance of new patients among office-
based primary care physicians came from the 2011/2012 National Ambula-
tory Medical Care Survey (NAMCS) Electronic Health Records Survey.
NAMCS is an annual, nationally representative survey of office-based physi-
cians (M.D.s and D.O.s), excluding radiologists, anesthesiologists, and
pathologists.1 The NAMCS Electronic Health Records Survey began in
2008 and, since 2010, has followed a design stratified by state and physician
specialty. State-level estimates are available through the NCHS Research
Data Center beginning in 2010, and questions about acceptance of new
patients were added in 2011. Those who accepted new patients were ques-
tioned about which payment forms they accepted. Those who accepted no
new patients were considered not to accept either privately insured or Medic-
aid patients. Unweighted response rates for the survey were 64 and 67 per-
cent in 2011 and 2012, respectively. For this article, information on
acceptance of new Medicaid and privately insured patients was considered
for physicians in the primary care specialties of general/family practice or
pediatrics,2 yielding a sample of 2,478 physicians in 2011 and 2012 com-
bined, after dropping physicians in a few states (see below) plus 198 physi-
cians due to missing information on acceptance of new Medicaid or privately
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insured patients. The final sample size by state ranged from 33 to 84 primary
care physicians.

Information on measures of experiences with physician availability
came from the National Health Interview Survey (NHIS), a continuing
national household survey of the civilian, noninstitutionalized population that
follows a stratified probability sample design.3 Information on insurance sta-
tus for children came from the NHIS person files, though the analysis sample
was limited to those in the sample child file in which the questions pertaining
to experiences with physician availability were asked about only one child per
household. Unweighted survey response rates for sample children were 75
percent in 2011 and 70 percent in 2012. For both the NHIS and the NAMCS
Electronic Health Record Survey, sample weights reflect the probability of
selection with adjustment for nonresponse. Two years of data were combined
for analyses of both the NAMCS Electronic Health Records Survey and
NHIS in order to maximize sample size by state. In both surveys, observa-
tions from a few states were dropped because of limited sample size in the state
for one of the surveys. These states were Alaska, Delaware, Minnesota, and
Wyoming, plus the District of Columbia. For the NHIS, the analysis sample
was restricted to children younger than 18 who were on Medicaid, CHIP, or
privately insured, and who were not on Medicare. Since the measures of phy-
sician availability consisted of measures related to access to health care in the
year prior to the NHIS interview, the sample also excluded any children who
had been uninsured at any point during the year prior to interview. The num-
ber of observations for children onMedicaid/CHIP was 9,009, after dropping
less than 0.5 percent of the sample because of missing values on any of the
variables used in the analysis, or because they were in Alaska, Delaware,
Minnesota, and Wyoming, or the District of Columbia. The sample size for
privately insured children (see below) was 11,778.

Although the focus of the article is on the relationship between
state-level measures of physician participation in Medicaid and children’s
experience with physician availability, two supplementary analyses were also
conducted. The first consisted of an analysis of measures of children’s experi-
ence with physician availability as a function of one determinant of physician
participation identified from previous literature, the Medicaid-to-Medicare
fee ratio.4 The fee ratio was divided into three categories with at least 20 per-
cent of the sample in each category and used information from Zuckerman
and Goin (2012). The second and final analysis consisted of an analysis of
NHIS sample adults. Inclusion criteria were similar to those for children,
resulting in a sample of 3,915 adults on Medicaid. For this analysis, physician
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participation among physicians in general/family practice and internal medicine
were considered, though results (data not shown) including obstetricians/gynecol-
ogists were similar. It is hypothesized that the relationship between physician par-
ticipation inMedicaid and adults’ experience with physician availability is similar
to the relationship for children, though the relationship may be harder to identify
since fewer adults than children are on Medicaid, resulting in a smaller sample
size of adults compared to children onMedicaid.

The measures of experiences with physician availability consisted of
three new measures added to the NHIS in 2011, plus three other measures of
access to care hypothesized to be related to physician availability. The first
new measure examined seemed the one most closely related to physician
acceptance of newMedicaid patients. This consisted of a question asking if the
sampled child’s family (or similarly for adults) had been told by a doctor’s
office or clinic in the past year that they did not accept the child’s source of
health insurance coverage. The other new NHIS questions concerned
whether in the past year the family had had trouble finding a general doctor or
provider to see the child, and whether the family was not able to find a general
doctor or provider to see the child. The three other measures consisted of
whether the child had not received care in the past year because the wait to get
an appointment was too long, whether the child had not received care in the
past year because the wait in the doctor’s office was too long, and whether the
child had had at least one visit with a doctor or other health care professional
in the past year (at a doctor’s office, a clinic, or some other place—but not
including at an emergency room, at home, or dental visits). These measures of
experiences with physician availability were examined for all children
younger than 18 and for the subset of children with a significant health condi-
tion or a development delay.5 Since questions about development delay were
only asked for children at least 2 years old, the sample of children with a sig-
nificant health condition or development delay was limited to children aged
2–17. This consisted of 1,485 such children onMedicaid/CHIP.

Using data from the NAMCS sample, the percent of primary care physi-
cians accepting new Medicaid patients was estimated by state and compared
to that for acceptance of new privately insured patients. The association
between acceptance of new Medicaid patients by state in the NAMCS and
measures of experiences with physician availability among children in the
NHIS was then examined. Specifically, linear probability models were esti-
mated predicting whether children in the NHIS sample had each measure of
experience with physician availability as a function of the percent of physi-
cians accepting newMedicaid patients in the state of residence.6 Some models
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included covariates consisting of other possible state-level predictors of
experiencing problems with physician availability (the number of general/
family practitioners or pediatricians per person in 20127 and the Medicaid
managed care penetration rate in 20118), and child or family characteristics
including child gender, race/ethnicity, general health status, and the ratio of
family income to the poverty level.9 For 18 states considered to have reliable
state-level estimates of the percent of children onMedicaid/CHIP with at least
one visit with a physician or health care professional in the past year, the rela-
tionship between these estimates and the percent of physicians accepting new
Medicaid patients by state was also graphed.10

Since this study used exclusively cross-sectional data, it is difficult to
draw conclusions about causality from the associations between state-level
measures of acceptance of new Medicaid patients among primary care physi-
cians and measures of experiences with physician availability among children
on Medicaid. For example, if acceptance rates for new Medicaid patients are
exceptionally low in states with poor access measures in general, we might see
a spurious correlation between acceptance of new Medicaid patients and the
measures of experience with physician availability examined. To reduce this
concern, somemodels including a comparison group of privately insured chil-
dren were estimated. These models considered the effect of state-level mea-
sures of the acceptance of new Medicaid patients among primary care
physicians on children with Medicaid/CHIP coverage compared to the effect
on privately insured children and took the following general form below:

Accessis ¼ aþ b1Aceptcaids þ b2Medicaidis þ b3Medicaidis �Aceptcaids
þ b4Childis þ b5States þ eis

where Access measures (i.e., measures of experiences with physician availabil-
ity) for child i in state s are modeled as a function of Aceptcaid, the percent of
primary care physicians accepting newMedicaid patients in the child’s state of
residence;Medicaid, an indicator for the child being onMedicaid/CHIP rather
than privately insured; and an interaction between Medicaid and Aceptcaid,
measuring the differential effect of acceptance of new Medicaid patients for
children on Medicaid/CHIP relative to privately insured children. The use of
children on private insurance as a comparison group should help to mitigate
any correlation between a state’s percent of physicians accepting new Medic-
aid patients and other omitted state-level factors that may be correlated with
children’s access to health care. Control variables measured both at the state
(States) and child/family levels (Childis) were also included, as listed above. In
addition to estimating models with a linear measure of the percent of physi-
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cians accepting new Medicaid patients, models predicting the effect of low
(<60 percent), medium (60–74 percent), and high (≥75 percent) state percent-
ages of primary care physicians accepting new Medicaid patients were also
estimated to ease interpretation. (These categories were chosen so that at least
20 percent of the NHIS sample of Medicaid/CHIP children is in each cate-
gory.) All estimates used sample weights, and analyses allow for arbitrary cor-
relation of standard errors by state (Moulton 1990; Donald and Lang 2007).

RESULTS

Figure 1a shows substantial variation in the percent of physicians accepting
new Medicaid patients by state. Among the 46 states examined in this study,
the percent of primary care physicians accepting new Medicaid patients ran-
ged from a low of 42.8 percent in New Jersey to a high of 95.0 percent in
Mississippi. These figures are similar to those presented in Decker (2013),
which included physicians in internal medicine as primary care physicians
since that paper did not focus on care of children. The percent of physicians
accepting new privately insured patients varied considerably less across states
than the percent accepting newMedicaid patients. The percent accepting new
privately insured patients varied from a low of 69.8 percent in Maine to a high
of 97.1 percent in Idaho. (Figures also presented in Appendix Table S1.)

Table 1 presents means of the measures of experience with physician
availability from the NHIS for both children on Medicaid/CHIP and pri-
vately insured children. Although each measure shows statistically significant
more access problems onMedicaid/CHIP compared to private insurance, the
differences were small and the percent of children experiencing problems with
physician availability according to these measures was small. For example, 4.1
percent of the families of children on Medicaid/CHIP reported having a doc-
tor’s office or clinic indicate that they did not accept the child’s insurance in
the past year compared to 1.0 percent for privately insured children
(p < .001). The percent of children on Medicaid/CHIP whose families
reported having trouble finding a provider to see the child in the past year was
2.1 percent compared to 0.6 percent for privately insured children (p < .001).

Table 1 also presents the percent of children experiencing problems
with physician availability across different categories representing the percent
of primary care physicians in the child’s state of residence that reported
accepting newMedicaid patients. For children onMedicaid/CHIP, each mea-
sure of physician availability suggested more access problems for children in
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Figure 1: (a) Percent of Office-Based Physicians Accepting New Patients by
Payer; (b) Percent of Physicians Accepting NewMedicaid Patients and Percent
of Children onMedicaid/CHIPWhoHad at Least One Visit with a Doctor or
Health Care Professional in the Past Year

Note: The intercept in this figure (for states pictured) is 88.9 and the slope is
0.09.
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states with low acceptance of newMedicaid patients among primary care phy-
sicians compared to children in states with higher acceptance rates. For exam-
ple, 5.3 percent of children in states where less than 60 percent of primary care
physicians accept new Medicaid patients had an office or clinic say they don’t
take the child’s insurance compared to 2.7 percent in states where at least 75
percent of primary care physicians accept new Medicaid patients. About 90
percent of children in states with less than 60 percent of physicians accepting
new Medicaid patients had at least one doctor visit or visit with a health care
professional in the past year compared to nearly 94 percent of children in
states where at least 75 percent of physicians accept new Medicaid patients.
The percent of privately insured children experiencing problems with physi-
cian availability did not vary significantly according to the percent of physi-
cians accepting newMedicaid patients.

Table 2 shows the association between the percent of physicians accept-
ing new Medicaid patients in a state and measures of experience with physi-
cian availability for children on Medicaid compared to children with private
insurance, controlling for covariates. Estimates of the relationship between
acceptance of new Medicaid patients by physicians and measures of experi-
ence with physician availability were similar whether controlling for covari-
ates or not. For example, unadjusted estimates from Table 1 showed that
children in states where less than 60 percent of physicians accepted new Med-
icaid patients were about 4 percentage points less likely to have had a physi-
cian visit in the past year compared to children in states where at least 75
percent of physicians accepted new Medicaid patients. Estimates in Table 2
controlling for covariates and using either the Medicaid/CHIP sample or the
combined Medicaid-private insurance sample both gave estimates of about a
3 percentage point difference. Estimates (not reported) using linear measures
of the percent of physicians accepting new Medicaid patients by state were
similar, showing, for example, a statistically significant positive relationship
between the percent of physicians accepting new Medicaid patients and the
probability that a child on Medicaid had seen a physician in the past year. In
order to picture this relationship by state, Figure 1b shows state-level mea-
sures of the percent of physicians accepting new Medicaid patients for the
NAMCS and the percent of children on Medicaid/CHIP who have had at
least one visit with a doctor or health care professional in the past year for the
18 states considered to have reliable estimates of the latter measure.11

Table 3 reports means for the NHIS measures of experience with physi-
cian availability for children with a significant health condition or a develop-
ment delay, and by categories measuring the percent of physicians in a child’s
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state of residence who accept new Medicaid patients. The percent of children
on Medicaid/CHIP whose families reported problems with physician avail-
ability was higher for children with one of these conditions than for the group
of all children on Medicaid. For example, 6.6 percent of families with a child
with a significant health condition or development delay reported having a

Table 2: The Association between Low State Acceptance of New Medicaid
Patients and Measures of Experience with Physician Availability for Children
onMedicaid or CHIP (NHIS 2011/2012)

Percentage Point Effect Relative to Children in States with
Acceptance of at Least 75% (Standard Error in Parentheses)

Percent of Primary Care Physicians
Accepting NewMedicaid Patients

<60% 60–74%

Adjusted usingMedicaid/CHIP sample (n = 9,009)
Doctor’s office or clinic indicated that they did not
accept child’s insurance

4.16*** (1.15) 1.79** (0.72)

Had trouble finding a general doctor or provider to
see the child

2.08*** (0.77) 1.38*** (0.51)

Was not able to get a general doctor or provider to
see the child

1.57*** (0.45) 0.37 (0.22)

Did not get care in the last year because it took too
long to get an appointment

2.91** (1.17) 1.63** (0.79)

Did not get care in the past year because the wait in
the doctor’s office was too long

1.54 (1.13) 0.55 (0.71)

At least one visit with a doctor or health care
professional in the past year

�2.88* (1.61) �1.37 (0.87)

Adjusted usingMedicaid/CHIP and private insurance sample (n = 20,787)
Doctor’s office or clinic indicated that they did not
accept child’s insurance

3.39*** (0.97) 1.66** (0.64)

Had trouble finding a general doctor or provider to
see the child

1.72** (0.68) 1.20** (0.45)

Was not able to get a general doctor or provider to
see the child

1.43*** (0.42) 2.99 (0.19)

Did not get care in the last year because it took too
long to get an appointment

2.79*** (0.94) 1.94*** (0.72)

Did not get care in the past year because the wait in
the doctor’s office was too long

2.42** (1.01) 1.18* (0.69)

At least one visit with a doctor or health care
professional in the past year

�2.98** (1.40) �1.31 (0.86)

Notes: The symbols *, **, and *** indicate statistical significance at the 10, 5, and 1 percent levels,
respectively, relative to “75%+”. The first panel of the table reports coefficients (with standard
errors in parentheses) on dichotomous variables for each category of acceptance of newMedicaid
patients. The second panel reports the sum of the coefficients (with standard errors in parentheses)
on a dichotomous variable representing that the child is onMedicaid/CHIP (rather than privately
insured) and that dichotomous variable multiplied by themeasure of state acceptance of newMed-
icaid patients. Coefficients for control variables included are presented in Appendix Table S2.
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provider not accept their child’s insurance in the past year. For children with a
significant health condition or development delay and on Medicaid/CHIP,
families of those living in a state where less than 60 percent of doctors accept
newMedicaid patients were about 12 (15.5–3.5) percentage points more likely
than those living in a state where at least 75 percent of physicians accept Med-
icaid to have reported not having their insurance accepted and nearly 7 (8.5–
1.8) percentage points more likely to have reported having trouble finding a
provider to treat them. Adjusted estimates (available upon request) using
either the Medicaid or the combined Medicaid-private insurance sample are
very similar.

For children with a health condition or development delay, the bottom
panel of Table 3 directly investigates the effect of the Medicaid-to-Medicare
fee ratio on measures of experience with physician availability instead of
investigating the effect of the intermediary variable—physician acceptance of
new Medicaid patients. Although the fee ratio is only one predictor of physi-
cian participation in Medicaid, the relationship is statistically significant for
most measures of experience with physician availability. For example, nearly
10 percent of children with a health condition or development delay had had a
doctor’s office or clinic indicate that they did not take the child’s insurance in
states with fee ratios under 50 percent compared to less than 4 percent of chil-
dren in states with fee ratios of at least 75 percent. Similarly, about 9 percent of
children with a health condition or development delay did not get care in the
past year because the wait in the doctor’s office was too long in states with a fee
ratio under 50 percent compared to about 4 percent for children in states with
a fee ratio of at least 75 percent. (Again, estimates adjusted using either the
Medicaid sample or the combined Medicaid-private insurance sample were
similar and are available upon request.)

The last table explores the relationship between primary care physi-
cians’ acceptance of new Medicaid patients and the Medicaid-to-Medicare fee
ratio and measures of experience with physician availability among adults on
Medicaid. Although estimates are less precise, the results show similar pat-
terns compared to those for children. For example, nearly 10 percent of adults
on Medicaid reported not receiving care in the past year because the wait in
the doctor’s office was too long in states with less than 60 percent of physicians
accepting newMedicaid patients compared to less than 5 percent in states with
at least 75 percent of physicians accepting new Medicaid patients. About 82
percent of Medicaid adults had seen a physician in the past year in states with
fee ratios under 50 percent compared to nearly 87 percent in states with fee
ratios of at least 75 percent (Table 4).
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DISCUSSION

During the 2011/2012 period prior to implementation of most ACA provi-
sions, the percent of primary care physicians accepting newMedicaid patients
varied widely by state. Among the 46 states examined in this article, the per-
cent accepting new Medicaid patients ranged from a low of 42.8 percent in
New Jersey to a high of 95.0 percent in Mississippi. The percent of primary
care physicians accepting new privately insured patients varied less by state.
Measures of experiences with physician availability were worse for children
on Medicaid/CHIP compared to private insurance, though the differences
were small and the percent of children experiencing problems with physician
availability was small. This is consistent with the fact that Medicaid covers a
wide variety of health care services with no copayments for children.

However, measures of experiences with physician availability were
worse for children with significant health conditions or a development delay
than for children overall. For example, nearly 7 percent of children onMedic-
aid/CHIP with a significant health condition or development delay had fami-
lies report that they had had a doctor’s office or clinic saying they did not
accept the child’s insurance source. Measures of experiences with physician
availability were better for children onMedicaid/CHIP who live in states with
higher rates of acceptance of new Medicaid patients compared to other chil-
dren. For example, only about 4 percent of children on Medicaid/CHIP with
a significant health condition or developmental delay had a doctor’s office or
clinic indicate that the child’s health insurance was not accepted in states with
at least 75 percent of primary care physicians accepting new Medicaid
patients, compared to nearly 16 percent of children living in states with less
than 60 percent of physicians accepting newMedicaid patients.

Although this study used purely cross-sectional data, the comparison of
differences in measures of experiences with physician availability for children
onMedicaid/CHIP to those for privately insured children in states with differ-
ent percentages of physicians accepting newMedicaid patients helped control
for any overall correlation between acceptance rates and unmeasured attri-
butes of states affecting experiences with physician availability for children. A
positive correlation was found between both higher acceptance of newMedic-
aid patients and higher Medicaid-to-Medicare fee ratios and improved mea-
sures of experiences with physician availability for Medicaid/CHIP patients.
These findings, together with previous literature documenting a link between
Medicaid physician fees and the percent of physicians accepting Medicaid
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patients (Sloan, Mitchell, and Cromwell 1978; Hadley 1979; Showalter 1997;
Decker 2007), imply that higher physician payment rates should be expected
to improve access measures for Medicaid patients, though the fact that the
increases in Medicaid fees occurring in some states in 2013 and 2014 may be
temporary could mitigate this effect.

Although greater acceptance of Medicaid patients among primary care
physicians was found to be associated with improved measures of experiences
with physician availability for children on Medicaid/CHIP, this effect in
improving access is undoubtedly not as large as the effect of providing health
insurance coverage itself. This study reported that about 2 percent of children
on Medicaid/CHIP had families indicate that they had had trouble finding a
provider to see their child and nearly 92 percent had seen a doctor or health
care professional in the past year. Although not reported, comparable figures
for uninsured children were 6.6 percent and less than 52 percent, respectively.
Although the effect of different insurance designs and provider reimburse-
ment policies may be important, insurance coverage of children overall is
clearly correlated with measures of access to health care.

ACKNOWLEDGMENTS

Joint Acknowledgment/Disclosure Statement: This was work was not spon-
sored. The findings and conclusions in this article are those of the author and
do not necessarily represent the views of the Centers for Disease Control
and Prevention.

Disclosures: None.
Disclaimers: None.

NOTES

1. More information about the survey is available at http://www.cdc.gov/nchs/
ahcd.htm. Accessed September 25, 2013.

2. Author’s analysis of the NAMCS 2010 visit data showed that 81 percent of visits to
office-based physicians among children younger than 18 were to general/family
practitioners or pediatricians. The next most frequently visited specialty was oph-
thalmology, which accounted for less than 3 percent of visits.

3. More information about the survey is available at http://www.cdc.gov/nchs/
nhis.htm. Accessed September 25, 2013.
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4. Although many children and adults on Medicaid are enrolled in managed care
programs, about half of Medicaid enrollees are either in fee-for-service plans, plans
which are prepaid only for inpatient care, or primary care case management pro-
grams which often pay on a fee-for-service basis (Centers for Medicare andMedic-
aid Services [CMS] 2011). Also, a recent U.S. Government Accounting Office
[GAO] (2014) report found that payment rates to physicians under Medicaid man-
aged care are highlight corrected across states with Medicaid fee-for-service pay-
ment rates for most states.

5. Having a significant health condition was defined as those with at least one of the
following list of conditions: Down syndrome, cerebral palsy, muscular dystrophy,
cystic fibrosis, sickle cell anemia, diabetes, autism, arthritis, congenital heart dis-
ease, a vision limitation even with correction, any impairment or health problem
that requires the child to use special equipment, such as a brace, a wheelchair, or a
hearing aid (excluding ordinary eyeglasses or corrective shoes), or any impairment
or health problem that limits the child’s ability to crawl, walk, run, or play that has
lasted or is expected to last at least 12 months. Having a development delay was
defined as the family having been told by a doctor that the child had attention defi-
cit hyperactivity disorder, attention deficit disorder, mental retardation, or any
other development delay.

6. Since state estimates of the percent of primary care physicians accepting newMed-
icaid patients obtained from the NAMCS are measured with error, estimates of
their effect on outcomes in the NHIS data will be subject to attenuation bias (i.e.,
biased toward zero).

7. Data on the number of physicians by specialty and state come from the Kaiser
Family Foundation’s “Primary Care Physicians by Field” Available at http://
kff.org/other/state-indicator/primary-care-physicians-by-field/. Accessed October
18, 2013. State population data in 2012 came from the U.S. Census Bureau,
Table 2: Cumulative Estimates of Resident Population Change for the United
States, Regions, States, and Puerto Rico and Region and State Rankings: April 1,
2010 to July 1, 2012 (NST-EST2012-02). Released December 2012. Available at
http://www.census.gov/popest/data/state/. . ./2012/tables/NST-EST2012-04.xls.
AccessedOctober 18, 2013.

8. These data came from the Centers forMedicaid andMedicare Services, “Medicaid
Managed Care Enrollment Report: Summary Statistics as of July 1, 2011.” Avail-
able at http://www.medicaid.gov/. . ./2011-Medicaid-MC-Enrollment-Report.pdf.
Accessed October 18, 2013.

9. Information on income relative to the poverty level came from the NCHS
imputed income files. The first of five available imputation files was used. Analyses
relying on multiple-imputation methods would result in higher standard errors on
the income control variable compared to single-imputation methods that do not
account for the extra uncertainly due to imputation. In an analysis using NHIS
2001, for example, Schenker et al. (2006) found that standard errors for the per-
centage of persons aged 45–64 in fair or poor health by category of family income
relative to poverty were underestimated by up to 15 percent, using a single com-
pared to a multiple imputation method for observations missing income.
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10. Reliable estimates were considered to be those that were based on at least 150 sam-
pled children, to have a relative standard error (RSE) (standard error divided by
the estimate itself) less than 30 percent, and an RSE of the complement of the statis-
tic (i.e., the percent of children without at least one visit to a physician or health care
professional) less than 50 percent.

11. These estimates are also contained in Appendix Table S3. Although precise esti-
mates are presented, readers should be cautious not to interpret small differences
between states as differences that are statistically significant.
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SUPPORTING INFORMATION

Additional supporting information may be found in the online version of this
article:

Appendix SA1: Acceptance of New Medicaid and Privately Insured
Patients amongOffice-Based Primary Care Physicians.

Appendix SA2: Association between State Acceptance of NewMedicaid
Patients and Other State and Child Characteristics and the Probability That a
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Child’s Family Had Been Told by a Doctor’s Office or Clinic in the Past Year
That They Did Not Accept the Child’s Health Insurance Coverage.

Appendix SA3: Acceptance of New Medicaid Patients among Office-
Based Primary Care Physicians and the Percent of Children on Medicaid or
CHIP with at Least One Physician Visit or Visit with a Health Care Profes-
sional in the Past Year.
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